After the war, when I joined the ranks of aspirants to a surgical career, I came across a quotation which almost dissuaded me from surgery in that excellent bedside book 'Doctors by Themselves', an anthology compiled by Edward Griffith (1951) . It is from John Banister (1533-1610): 'Great ruth and pity it is, that so many idle idiots and erroneous asses are permitted to practise this art of great difficulty.' I was emboldened to continue, however, by an even older authority, the author of Ecclesiasticus (xxxviii, 15) : 'He that sinneth before his Maker, let him fall into the hand of the physician.' Later, in 1948, came the National Health Service. One of its benefits was to relieve the oldestablished centres of surgical learning of many erroneous asses such as myself and spread them more evenly over the country. They took up their posts labouring under the delusion that they would be assisted by able and eager junior staff in numbers comparable to those they had left, that they would be backed up by departments of pathology with both the time and the inclination to prepare copious numbers of slides and specimens for demonstration, that an efficiently administered records department would have a diagnostic index, and that there might even be a clinical photographer. Not all of these expectations were fulfilled. What they found, however, wgs a vast almost untapped reservoir of clinical material.
Helping the sick is the object of the exercise and this can be done better by a team than by one or two individuals, however hardworking and devoted they are. There must be time for individuals, of whatever grade of seniority, to read, to attend meetings and conferences, to research, and even just to sit and think. The mere passage of time does not bring experience; true experience demands that one keep one's critical faculties alive and turn past mistakes to the advantage of future patients. The difficulty in the periphery, more than in the centre, is to find time to do so. In this one is helped by keen critical juniors, and in turn one hopes to help them by giving them the opportunity not only to read and listen but to practise too. One cannot pass on experience but one can at least afford one's assistants the opportunity to gain experience under conditions where mistakes are minimal, venial and rectifiable. It is for this reason that it is essential that there should be sufficient staff left to get on with the work while others are away learning or teaching. Work comes first but is of poor quality without the second. The numerous postgraduate centres that have sprung up all over the country bear witness to the fact that this need is widely appreciated and is being catered for. I hope that policies designed to restrict the appointment of junior staff in the periphery will be reconsidered. There are great opportunities for young doctors willing to cut the umbilical cords binding them to their Alma Mater. If they are prevented from exploring the hinterland of Britain they will lose valuable experience, the public will suffer in the long run, and we ageing fogies will be condemned to become mere hewers of flesh and drawers of water to the day we get our coronaries before we retire or are thrown out. Our only escape will be to lapse into coma on committee or provide the natural oil for cogwheels.
The wealth of clinical material whets one's appetite to record, describe and analyse. Unfortunately, there is always some factor missing -X-rays, notes, pathology report or specimenso that one has to rely on one's memory which may be fallible. I do remember vividly, however, operating some fifteen years ago on an elderly man for obstructing carcinoma of the left colon.
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The colectomy could only be palliative as there were numerous liver metastases of varying size: typical hard white umbilicated deposits. The patient made a good recovery and was discharged. As he lived in an isolated village on Dartmoor I thought it would be unnecessary and unkind to bring him to the follow-up clinic and tell him lies about his progress. Three years later, when I had forgotten about him, I saw another patient from the same village who congratulated me on the wonderful job I had done on his friend who was fit and well and still digging his garden. I got out the notes and arranged to see the old man. He was indeed fit and well and his liver, which had been palpable below the costal margin, could not be felt at all. I kept an eye on him for another year until he succumbed to a cardiovascular accident. At autopsy serial sections of the liver showed no sign of metastasis. Needless to say I had not taken a liver biopsy four years previously. We try to manage things better now, but there is still room for improvement. For instance, I have long held strong views on such basic surgical procedures as incisions and sutures. My views seem to be supported by experience: for example, I believe in midline incisions for almost any abdominal operationnature has provided the seam, why not use it? I don't like cutting healthy muscle anyway. The argument against midline incisions is that they don't heal firmly, but they will if one uses unabsorbable suture material which gives time for the aponeurosis to unite firmly. I use monofilament nylon (braided nylon is easier to tie but forms a better nidus for sepsis) and I use it as a continuous layer, as I believe interrupted sutures strangle bites of healthy tissue and leave slackly opposed spaces between. If one uses more interrupted sutures to close the gaps one strangles more tissue. A continuous suture is a spiral, no point of which is opposite another, so no tissue is strangledif one doesn't pull it too tight. I cannot recall a burst abdomen or incisional hernia after using this method, but that does not prove anything without statistics. I am reminded of the surgeon in the early days of gastrectomy who said to his assistant 'We must have done 50 gastrectomies now and the results seem pretty good. Look them up will you?' His assistant duly reported 'We have done 16, sir, and 9 have died'. Happily, this particular suturing whim of mine does seem to be supported by an excellent piece of controlled investigation by Kirk (1972) . I use the method even for suturing potentially 'dirty' wounds, such as may occur after operation on perforated diverticular disease. The midline incision, right down to the symphysis pubis (I have never seen a case of osteitis of the pubis) gives a far better exposure of the depths of the pelvis than does a paramedian incision. If it becomes infected it does not matter. The continuous suture, which has taken wide bites rather than little nibbles, stays in position until all acute wound infection has settled. If a stitch sinus persists, it should be watched patiently for two to three months, by which time the stitch will be loose and can be pulled out with a crochet hook in the outpatient department. No surgical department should be without a crochet hook, a most useful instrument.
Another whim of mine, which experience has shown to work satisfactorily, concerns colostomies. Traditionally, defunctioning colostomies are performed in the right upper quadrant through a muscle-splitting incision. The transverse colon is opened as far to the right as possible. I believe this is wrong for several reasons. First, the fices in the right colon are liquid, and secondly a colostomy near the costal margin is difficult to cover satisfactorily with a sticky bag that will stay in place. The resultant leakage may excoriate the skin and is distasteful to patient and staff. Thirdly, this colostomy leaves an unnecessarily long column of static ftces above the obstruction, which is usually in the left colon. I prefer a midline epigastric incision, transvevse through the skin and vertical through the linea alba, with two horizontal nicks half-way down each side into the anterior and posterior layers of the rectus sheath, without damaging the rectus muscles. If the resulting hole is stretched with the fingers one converts a slit which might nip the colostomy into a comfortable and efficient Barium enema appearance oflower sigmoid valvular aperture. I always bring the transverse colon, from as far to the left as possible, up through a prepared orifice in the root of the great omentum, so that the omentum is left in its natural position as an insulating layer under the anterior abdominal wall, and is not bundled up above he transverse colon into the epigastrium. A short glass rod is placed under the colon. The rod lies vertically, so does not press on the horizontal skin incision. The colon is opened immediately with a cruciate incision, the longer limb of which lies along the long axis of the colon. The colonic mucosal edge is sutured immediately to the skin edge, except, of course, where the glass rod lies. A Chiron, or similar, bag is then applied with a hole to fit snugly round the colostomy, and slipped on so that the glass rod lies inside the bag and helps to keep it in place. The rod can be removed after three or four days. I don't believe that any buried sutures should be used to fix the colostomy, nor any subcutaneous plastic prostheses, as these may result in troublesome little fecal fistule near the colostomy site.
I think that simple surgical procedures almost always produce better results than complicated ones. This method has never given me, or more important, my housemen, any trouble. An added advantage is that the incision is extremely easy to close, and rarely results in an incisional herniaif it does (usually because of infection, which can occur at any colostomy site), the hernia causes little trouble, or can be repaired later. I would add that in general I think whoever makes a colostomy should be the person to close ithe knows how it was constructed. Closing someone else's colostomy may be tricky, and should not be left to a registrar, as it usually is, unless he is experienced.
There is one more general point I would like to make. Opening an abdomen is an exciting procedure, like opening a Christmas parcel. Don't get carried away and go straight for what seems to be the gift. You may miss something important in the wrappings. Make a big enough incision, both to deal with the lesion without too much pulling and hauling that may damage other tissues, and also through which to examine the abdomen properly. A wound heals from side to side and not end to end, so a long incision takes no more time to heal than a short one. As always, there is one important exception: if you strike pus or an infective lesion in the lower abdomen don't rummage around the liver spreading bacteria. Needless to say, I sometimes forget to follow my own advice, and always regret it. I once spent four or five hours putting in a Dacron replacement in a fit burly farmer in his 40s with aortoiliac thrombosis, and it was only at the end of the operation when I was feeling to see if the nasogastric tube was properly in position that I found a symptomless carcinoma of the cardia of the stomach. There are other reasons why it is important to look round the abdomen thoroughly to make sure one has not missed anything, and one should carefully divide all adhesions that may be present from previous operations in order to do so. If one only divides some, then the remainder may cause more acute kinking than they did before. The adhesions may form again, but if the intestine is put back into the abdomen in its anatomical position, and not shovelled back carelessly, no complications ensue.
A patient presented with low abdominal colicky pain, irregular motions and occasional blood per rectum. The barium enema showed a possible filling defect in the sigmoid colon, and a few diverticula. Sigmoidoscopy did not reveal any abnormality. At laparotomy no mass could be found in the colon and the diverticular disease did not seem severe enough to explain the symptoms. After examining the whole colon the small bowel was inspected and a fixed nodule was felt in the terminal ileum. I resected a piece of ileum in the belief that the nodule might be an argentaffinoma. The polyp proved to be a submucous lipoma causing intermittent intussusception.
Another patient, admitted for sigmoid myotomy for diverticular disease, proved to have a lump in the left lobe of the liver. I thought at first that this was a case of missed carcinoma of the colon with a liver metastasis. It was not, however, typical of a secondary, so I removed it. It proved to be a hydatid cyst. The myotomy was uneventful. However, one should always be on one's guard against carcinoma coexisting with diverticular disease.
Differentiating between Crohn's disease of the colon and ulcerative colitis can be a very difficult problem. A great deal of work has been done on the subject and we should all by now be reasonably familiar with the radiological and histological differences. You may have been caught out in the past, as I have, and carried out total colectomy and ileostomy for ulcerative colitis, only to find the patient presenting years later with typical Crohn's disease of the ileum. The same thing can happen in reverse. In a recent case at laparotomy the diseased portion of the colon started suddenly near the hepatic flexure and finished abruptly at the proximal sigmoid. I thought I was dealing with Crohn's disease and performed a subtotal colectomy and ileosigmoid anastomosis, with excellent outcome so far. Histology proved the diagnosis to be ulcerative colitis.
Occasionally one runs into a lesion, the diagnosis of which is not immediately apparent. Fig 1 shows a lesion in the sigmoid colon, and Fig 2, the opened specimen, a pale lilac-tinged ulcer with edges undermined in places. The answer, of course, proved to be tuberculosis. Another case, which I am happy to say was diagnosed clinically before operation and even before barium enema, presented with colicky lower abdominal pain and diarrhoea without blood. Sigmoidoscopy revealed a beautiful iridescent bubblebath in the lower sigmoid colon, and the diagnosis was confirmed by the biopsy forceps which produced a satifying 'pop', like treading on bladder-wrack seaweed. The noise could be heard across the room. Fig 3 shows the subsequent barium enema. The condition is, of course, pneumatosis pseudocystoides intestinalis, appropriately enough described by Bang in 1876. John Hunter described similar cysts (see Aird 1957) in swine fed on dairy refuse. It is interesting that the 2 cases we have met recently in Plymouth both occurred in Comishmen addicted to cream. Here is another possible complication of a high fat diet to add to gallstones and arterial disease. Various explanations have been postulated: the cysts may be formed by gas forced from the bowel by intestinal pressure; or they are simple tumours of endothelial origin in which the endothelial cells produce gas; or the gut wall is invaded by gasproducing organisms; or the cysts may be dilated of one of these pseudo-macrophages. What the later appearances are nobody knows, but it is as well to recognize the condition in the first place for it is one of the few dramatic lesions met with in surgery which need no treatment. Mention must be made of 3 cases of pilonidal sinus, each of which has undergone an uncommon change. Fig 7 (Case 1) shows an epitheliomatous ulcer arising in the sinus. Fig 8 (Case 2) shows the excised specimen; you may feel that the excision is not wide enough, but I believe in primary closure of the wound after excision of a pilonidal sinus, and one cannot satisfactorily give radiotherapy to a granulating area. The third case (Fig 9) was very advanced and was therefore given radiotherapy ab initio. I believe there is a definite place for simple one-stage myotomy in uncomplicated chronic diverticular disease where the patient has had troublesome symptoms for years unrelieved by proper medical treatment (that, of course, includes bran for breakfast and a full unrefined bulk-producing diet for the rest of the day). There are some simple rules regarding myotomy. Chronic uncomplicated cases are the most suitable, but complicated cases are acceptable if quiescent. The sigmoid colon should be fully mobilized and straightened out, especially the rectosigmoid. The use of cautery and ligatures should be avoided as they may cause necrosis and possible perforation later.
One should not be too thorough: deeper strands of tissue may be blood vessels. Care should be taken to avoid perforating the mucosa but if it occurs the mucosa should be sutured. If there is doubt in this respect drainage or a defunctioning colostomy should be carried out.
The myotomy site should be turned toward the left pelvic wall to avoid adhesion to other areas of bowel. It is safe to perform myotomy and to close an existing colostomy at the same operation, and probably advisable. Chronic fistulk should be cut out and the bowel re-anastomosed above or below, or both. Sutured fistulous holes in the colon may not heal owing to surrounding fibrosis.
Morphine should never be used because it causes contraction of plain muscle. Its preoperative use may lead to perforation in a case which would otherwise have settled. Postoperaoperatively it may mask the symptoms of a perforation which it may have caused. Pethidine is preferable.
One should not, of course, perforate the mucosa if one can help it, but it is not the disaster that some people may think. Mr A York Mason has kindly allowed me to describe one of his cases in which the barium enema showed a filling defect possibly due to carcinoma, but at laparotomy it seemed that it might be due to simple diverticular disease. Mr Mason carried out a myotomy and also deliberately opened the mucosa for 3-4 inches. There was no carcinoma so he sutured the mucosa only and left the bowel in the abdomen. Unfortunately the patient was a nurse who had not heard of myotomy, and she insisted on having her colon out later.
The way of a pioneer is hard but one should persevere. It is difficult to be objective when one's enthusiasm is aroused. One even begins to doubt one's objectivity about objectivity. This has all been put much better by Ogden Nash (1943): I have a bone to pick with Fate, Come here and tell me, girlie, Do you think my mind is maturing late, or simply rotting early?
